Prediction equations for estimating lung volumes have been determined for Caucasians, African-Americans, and Mexican-Americans. These separate equations were determined because of differences in thoracic morphology between people of various racial groups, making it impossible to use one prediction formula to accurately estimate lung volumes for all individuals. One hundred ninety-one adolescent Navajo children (males, n = 110; females, n = 81) between 11 and 18 yr of age volunteered for the study and underwent a series of pulmonary function tests (PFT). New pulmonary function prediction equations for Navajo youth were generated for estimating pulmonary volumes and capacities that more accurately predict expected PFT outcomes than formulas in common use for Caucasian, Mexican-American, or African-American youth.
It is widely accepted that race is one determinant of lung function (1-7). Race-specific pulmonary nomograms are used to more accurately predict normal pulmonary function for those few groups that have been characterized to date, namely Caucasians, AfricanAmericans, and pediatric Mexican-Americans. Pulmonary function in Native American populations has been only minimally characterized (1, (8) (9) (10) and only one published paper includes Navajo subjects in the test population (11) . In a study by Crapo and colleagues (11) , most but not all participants (75% of women and 85% of men) were Navajo. However, it was not clear whether Navajo subjects were residents on the Navajo reservation or living in communities outside the reservation at the time of testing.
To date, pulmonary function in Navajo patients has been compared with predicted volumes/capacities for healthy Caucasians, even though studies involving other ethnic populations have shown that Caucasian pulmonary values are not necessarily valid in assessing non-Caucasian patients. The purpose of this study was to characterize spirometric pulmonary function in a sample of apparently healthy Navajo adolescents between 11 and 18 yr of age and derive by regression analysis, prediction equations for normal values of FVC, FEV., FEV 3 , FEF 2S -7S % and PEF.
Subjects were recruited in two ways. Children between 11 and 18 yr of age were asked to participate in the study on reporting to the Public Health Hospital at Chinle. AZ for mandatory physical exams before entering junior high and high school. Also, students attending junior high or high school in Tuba City, AZ were tested during physical and health education classes. Subjects volunteered and were selected on the basis of demonstrating (1)normal growth and development, (2) no congenital thoracic abnormality or history of thoracic surgery, (3) no history of chronic pulmonary disease such as tuberculosis, asthma, bronchitis, or emphysema, (4) no systemic disease known to affect the respiratory system, (5) no more than incidental smoking experience (i.e., isolated incidence but no habitual or regular use), and (6) no recent acute respiratory illness (12) .
After completion of medical history, tribal lineage for each subject was reviewed. All data used in the final data analysis came from SUbjectswith an entirely Navajo tribal lineage (n = 191). A small number of children reported their familial lineage (n = 24) to include marriage with members of a nearby Pueblo tribe or people of Hispanic descent. Pulmonary function data from these subjects were excluded from statistical analysis.
Information on the study and an informed consent form were sent to each subject's parents or guardian to be signed and returned prior to testing. Approval to begin the study was obtained from Navajo Health Boards from the Navajo Reservation Service Unit Districts in Chinle, and Tuba City, AZ. Also, the Institutional Review Board (IRB) of Northern Arizona University approved the study protocol prior to the beginning of testing.
Testing was performed on a Flowmate Plus Spirometer (Spirometries, Inc., Auburn, ME) that met or exceeded all American Thoracic Society (ATS) criteria for approved spirometers, defined in the 1987 Standardization of Spirometry (13) . FVC, FEY" FEV 3 , OJoFEY" FEF 25 -75 % and PEF values were printed out for each SUbject.
The spirometer was calibrated on-site using a 3-L syringe at beginning of testing and whenever it was moved to a new testing site. When it was at a testing station for> 2.5 h, the spirometer was recalibrated before additional pulmonary function tests were conducted.
Recommendations on procedures for pulmonary function testing, recommended by the 1991ATS Statement, were followed throughout this study (14) .
Spirometric testing procedure was explained to each subject individually, emphasizing the importance of giving the best effort possible. Each subject was tested standing and without nose clips, standard procedure for testing children (15) . At least three acceptable PFTs were performed by all subjects. If there was> 5% variation between individual trial results for either FVC or FE'l,. procedure was repeated until all three trials were within 5% variation. Expirations had to last longer than 4 s to be accepted.
Based on observations of others who studied pulmonary function in children, the only information collected on each child used as independent variables were age (to nearest whole yr), sex, and standing height (2, 3, 6, 8, 15, 16) . These authors have demonstrated that other anthropometric values such as gross w1, lean body w1, sitting height and trunk length contribute comparatively little to the resulting prediction formulas, regardless of the race being studied.
The largest FVC, FE\t" and %FE\t, for each subject was used for analysis, even if from different trials. Flow rates were taken from the trial with greatest sum of FVC and FE\t, (5, 8, 11, 16, 17) . After data were separated by sex, both linear and nonlinear regression analyses were performed on each spirometric parameter to find best predictive equations. Finally, a series of paired t tests were performed for both male and female subjects and each of the dependent variables tested. Data for these analyses consisted of subject's actual pulmonary function values recorded in the present study and their predicted values based upon regression formulas published by Hsu and colleagues (6) and Wall and associates (8) . A comparison could thus be made regarding the ability of previously published equations to predict pulmonary function values in our sample of adolescent Native American children. An alpha level of 0.01 was used as the criterion for determining statistical differences. This level was chosen to make a more stringent test of possible differences.
Twohundred seventeen subjects were originally recruited; 26 were not included in the final data set because they either (1)had acute pulmonary disease at the time of testing (n = 2 for asthma)...or (2) reported lineage as not being Navajo (n = 24). Consequently, 191 Navajo adolescents (n = 110 males, 81 females), 11 to 18 yr of age comprised the final data set. No parent or guardian refused permission for children to participate. Number of subjects in the final data set for this study represented a 9% sample of the junior high and high school students in the Tuba City, AZ. and Chinle, AZ. areas.
Scatter plots of FVC and FEV, for girls and FEF 2s -7s % for boys revealed one to three obvious outlying values, which were brought to the next most extreme value for a child of same sex and height (18) . This did not significantly improve correlation coefficients for these equations, but did improve the limits of normal as measured by standard error of estimate (SEE). Table 1 lists spirometric prediction equations derived in this study and SEE for each. Age did not contribute significantly to any equation, and all equations were thus derived without age as a factor (6, 8) . Nonlinear equations were used because they provided greater predictive value compared with linear equations. This agrees with the findings of other investigators (6, 8, 19) . Data obtained from female subjects consistently resulted in equations with lower correlation coefficients. Equations derived for adolescent Navajo FVC and FEV, for males and females were graphed and superimposed on equations published for other racial groups and for one other Native American tribe (Figures 1-4) for subjects of similar age. The studies of Hsu and coworkers (6) and Wall and associates (8) were chosen for comparison because these tested children of various racial groups. The equations for Caucasians produced in the study by Hsu and coworkers (6) tend to give predicted values greater than those from other authors whose equations are still in clinical use (20, 21) . If the equations by Polgar and colleagues (20) and Dickman and associates (21) are used when clinically testing a young Navajo, the patient's normal pulmonary function may be underpredicted, and clinically significant loss of function may not be realized.
In using prediction equations to determine the limits of normal pulmonary function, several methods have typically been used, leaving the definition of "normal" somewhat arbitrary. Traditionally, minimum limits of normal have been defined as 80% predicted !'f--,-,--...--,-.,..,r----.-......,---r-,--"""",---'--,-"'-,-....--r-, Body Height (em) Figure 2 . Regression plots of FVC for male Navajo adolescents compared with predicted values based on formulas by Hsu and colleagues (6) and Wall and associates (8) .
indicate that equations by Hsu and colleagues (6) for various racial groups do not adequately predict pulmonary function values in Navajo adolescents. This information is important because the use of previously published predictive equations could result in inaccurate estimates of pulmonary function in Navajo adolescents. A similar comparison using equations reported by Wall and coworkers (8) showed no statistical (p < 0.01) difference between FVC and FEV, using their equations and values measured in the present study. Although there was no statistical difference found, equations of Wall and colleagues (8) gave consistently higher values than that measured in our study (Figures 1 through 4 ). * * * Studies assessing racial differences in pulmonary function have invariably led to conjecture about anthropometric effects on lung volume. A smaller ratio of sitting height to standing height is gener- Body Height (em) Figure 4 . Regression plots of FEV, for male Navajo adolescents compared with predicted values based on formulas by Hsu and colleagues (6) and Wall and associates (8) .
ally accepted as relating to the relatively smaller lung volumes seen in African-Americans (2, 3, 5) . When vital capacity of AfricanAmerican children is compared with that of Caucasians with the same sitting height, no difference is found (19) . Also, though African-Americans have somewhat lower expiratory flow rates than Caucasians of the same age and height, no racial difference is seen when matched by lung volume (5). Because flow rates are an important diagnostic indicator for lung disease, it is thus vital that predictions be accurate acrossraciaJ groups. Inuit people, on the other hand, have higher spirometric values than predicted (25) . Compared with Caucasians, their shorter stature, and possibly larger trunk-to-standing height ratio, have been proposed as explanations. Inter-tribal differences in spirometric values have been found among North American Indian children (8, 10) , leading to the suggestion that lung function may be tribespecific.
Our results were compared with those of Wall and associates (8) who tested Native American children from the Warm Springs Indian Reservation in Oregon. As can be seen in Figures 1 through  4 , no statistical differences were found between the two regression lines, although they are not identical. This is especially true at the greater body heights of the male subjects (Figures 2 and  4) . It is thus possible to overestimate an adolescent Navajo male's pulmonary function based upon the regression equations of Wall and colleagues (8) . A clinician would therefore be wise to use caution when applying the equations of Wall and colleagues (8) for FVC and FEV, values in male Navajo adolescents. Further study is needed in this area to determine if pulmonary function values are indeed tribe-specific or are gender-related.
In conclusion, our results indicate that Navajos enter adulthood with pulmonary volumes and flow rates equivalent to or larger than those of Caucasians. Common formulas (4, 6) do not accurately reflect the full spectrum of predicted values for pulmonary volumes and capacities when testing adolescent Navajo subjects. The formulas by Wall and colleagues (8) do not differ significantly from ours, but further study with large populations of Native Americans is warranted to determine accuracy of prediction equations from both studies. The use of non-Native American prediction equations in the pulmonary screening of Navajo adolescents should be discouraged.
